surgical interference is contemplated. Pericardial distension taking place usually in all directions, vertically as well as transversely, the first requisite is knowledge of the normal levels and lateral extensions of the precordial dulness. The author gives the following signs: (1) Considerable extension of the lateral boundaries of the total area of dulness. (2) Great extension of the absolute dulness, the sternum absolutely dull. (3) Depression of the liver. (4) Dr. Rotch's sign?dulness in the right fifth intercartilaginous space; but Ewart cites a case which shows that Rotch's sign is not always to be depended upon, and therefore could not, as had been contended, be upheld as pathognomonic. (5) Differential diagnosis between pericardial effusion and cardiac dilatation, viz., the lower angle of the pericardial dulness projects towards the right. (6) The relation of the heart's apex to the left lower angle of dulness. In cases of cardiac enlargement or displacement to the left, however brought about, the apex beats at the extreme left limit of the dulness and at its lowest level. This is not the case in pericardial effusion, for then the apex cannot be felt where there is much effusion, but may be heard beating at a spot somewhat inside and above the boundaries of dulness. Ewart warns us against what he characterises as a remarkable misconception hitherto perpetuated by the text-books as to the alleged elevation of the apex within the pericardial effusion, even as high as the third interspace. This impulse, however, is not that of the apex of the heart, but rather of its base. Ewart maintains that at the nsnal spot for the apex in normal conditions it will also be found at the necropsy of any uncomplicated case of pericardial effusion. 
